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 Paper Compliance was completed on 11/16/11, 

for the post-certification revisit survey completed 

on 10/14/11.

Facility Number: 003192

Provider Number: 15G703

AIM Numbers: 200360510

Surveyor: W. Christopher Greeney QMRP; 

ICF-ID Surveyor Supervisor

Tag(s) corrected: W369
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program participation.
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